Seborrheic keratosis (SK) is a common benign condition of the skin. It does not usually appear before middle age. Upper trunk and face are the sites most commonly involved. Lesions are also frequently seen on the extremities. SK of the genitalia is a rare entity. It has been frequently mistaken as genital warts and differentiation is made only on histopathology. We report a case of SK with polypoidal lesions restricted to the skin on and around the genitalia since 10 years. SK should be considered in the differential diagnosis of pedunculated lesions of the penis. The histopathology after shave excision is diagnostic.
INTRODUCTION
Seborrheic keratosis (SK) is a common, benign epidermal proliferation, which can occur anywhere in the skin with the exception of palms, soles and mucosa. There is only one report of mucosal SK in the conjunctiva.
The genital organs of the human body are prone to a variety of infective diseases that include bacterial, viral, fungal and protozoal. The infective rates of these diseases widely vary between individuals depending on their sexual activity and immune status. The commonest viral disease that involves genital organs is condyloma acuminata caused by human papilloma virus (HPV). HPV involves the skin as well as mucosa of the genital organs. There are also other noninfectious lesions of the genital organs.
Seborrheic keratosis is one among the rare noninfectious benign disease of the genital organs. We are reporting a rare and unusual presentation of SK masquerading as giant condyloma acuminata (Buschke Lowenstein Tumor) over the skin on and around the genitalia that can cause a diagnostic dilemma to the clinician.
CASE REPORT
A 55-year-old male patient, farmer by occupation presented to our STD clinic with a large polypoidal growth on the penis, scrotum and right upper thigh since last 10 years. 10 years back he developed progressive itching on the tip of the penis and subsequently within a few days he developed small skin colored lesion with clear fluid oozing from them on scratching. Later the lesions progressively increased in size and circumferentially over the skin of prepuce. Similar polypoidal growth developed over the scrotum and right upper thigh that subsequently increased in size. All these lesions were progressively enlarging became hard, not associated with pain but with a mild itch. There was no history of similar lesions elsewhere in the body. Patient was also able to have sexual intercourse during the initial 2 years.
On examination of the patient [ Figure 1 ], there was the polypoidal growth involving the skin over the prepuce, scrotum and right upper thigh. There was circumferential growth involving the skin of the prepuce, scrotal growth involving its tip and growth over right upper thigh measuring an average size of 3 cm × 2 cm. The perianal area, gluteal region and rest of the body surface were free of similar lesions. The patient was able to urinate without any difficulty. His sexual activity was compromised during the last 8 years. The wife did not complain of any such lesions on her sexual organs and was found normal on examination.
The initial diagnosis of giant condyloma acuminata, v e r r u c o u s c a r c i n o m a o v e r g e n i t a l i a , g i a n t acrochordons (skin tags) was kept in mind, and the patient was investigated. The complete hemogram, liver, and renal function tests and immune status were found to be normal. There is no evidence of malignancy in any of the three lesions.
DISCUSSION
Seborrheic keratosis occurs after the third decade and affects only the hair bearing skin, invariably sparing the mucosal surfaces, the palms and soles. They vary in color from tan to black. They can manifest as macules, papules, plaques, or polypoidal lesions depending on the stage of development. They are more common in sun exposed areas. Stern et al., reviewed 527 lesions of seborrheic keratosis and found genital involvement in 2%, but the gender has not been specified in the study. Condyloma acuminata, basal cell carcinoma, melanoma are the most common misdiagnoses of SK.
Several morphologic forms of SK are described. These include flat SK, pedunculated skin tag such as SK, stucco keratosis, dermatosis papulosa nigra, melanoacanthoma, and inverted follicular keratosis. Polypoidal mass, as described in our case, has been reported in the genital region in several case reports. The clinical diagnosis of SK may be difficult especially over the genitalia. Diagnosis becomes more difficult in the genital region as the features of distinct keratotic and follicular plugging, stuck-on appearance disappear because of the friction and maceration typical of this area.
Seborrheic keratosis may be grouped into different histological subtypes: Acanthotic, hyperkeratotic, adenoid, plane, clonal, bowenoid, inverted follicular keratosis, benign squamous keratosis and melanoacanthoma. Among these, the acanthotic subtype appears to be the most common. This type shows marked acanthosis with predominately basaloid cells, moderate papillomatosis and hyperkeratosis and characteristic presence of horn cyst or pseudocyst.
The treatment of SK consists of shave excision, curettage, cryotherapy by liquid nitrogen, trichloroacetic acid application, electrodessication and carbon dioxide laser ablation.
In our case report, SK had a longer duration of 10 years. The patient had no mucosal involvement. The spouse had no history of similar lesions.
Even though SK can occur on any body site, our patient seems to have an interesting presentation.
Strict confinement of these lesions to the skin on and around the genitalia and sparing of classical site is unusual. A high index suspicion is essential for the correct diagnosis.
CONCLUSION
The skin over and around the genitalia is rarely affected by SK. This case report signifies a rare form of SK involving penis, scrotum, and adjacent thigh. This rare condition should be considered in the differential diagnosis for the lesions of the penis and histopathology after shave excision will help in the diagnosis.
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